A 54-year-old white woman with a past medical history of gastroesophageal reflux disease (GERD) presented to the outpatient gastroenterology clinic with the complaint of persistent pyrosis despite proton pump inhibitor (PPI) therapy. Her symptoms were described as progressively worsening over 4 years. She also reported intermittent nausea and localized epigastric burning pain. The symptoms occurred more often in the evening and were unchanged with meals. She noted no symptomatic improvement with omeprazole 40 mg orally up to twice daily, and a switch to pantoprazole 40 mg twice daily was also ineffective. Complete laboratory studies were unremarkable. An upper endoscopy showed a 1-cm diverticulum in the gastric fundus (Figure 1 ), confirming a similar finding from an upper endoscopy performed 4 years prior. Biopsy specimens revealed mild esophagitis, mild chronic gastric inflammation without evidence of Helicobacter pylori, and 2 fundic gland polyps. The mucosa in the diverticulum appeared normal. An upper gastrointestinal series to characterize diverticular morphology was not performed, but would be encouraged preoperatively should she choose to pursue elective diverticular resection in the future.
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ACG Case Reports Journal is a peer-reviewed, open-access publication that provides GI fellows, private practice clinicians, and other members of the health care team an opportunity to share interesting case reports with their peers and with leaders in the field. Visit http://acgcasereports.gi.org for submission guidelines. Submit your manuscript online at http://mc.manuscriptcentral.com/acgcr. common, but most commonly occur near the greater curvature of the gastric antrum in the pars pylorica of the stomach and are usually asymptomatic. Symptomatic patients may present with a variety of clinical manifestations, including epigastric or lower chest pain, nausea, non-bilious emesis, dyspepsia, weight loss, iron deficiency anemia, bowel obstruction, bleeding, or even gastric perforation. [4] [5] [6] Gastric diverticula have been reported as air-or contrastfilled suprarenal masses and have been mistakenly reported as necrotic adrenal masses on CT imaging. 5 They may not be appreciated on barium contrast studies without lateral views. Juxtacardiac diverticula are best appreciated on retroflexed view during endoscopy. No treatment is needed for incidentally-discovered proximal diverticula. Symptomatic patients may be treated conservatively with H2-receptor blockers or PPIs. 1, 7 As distal gastric diverticula have been associated with malignancy, surgical management with amputation, segmental resection, or invagination is advised. 5 Diverticulectomy is required in settings of perforation or malignancy and has been suggested in the presence of bleeding refractory to endoscopic therapy or diverticular size >4 cm. 2, 7 As much of our knowledge pertaining to gastric diverticula is derived from case reports, further outcome studies on excised diverticula may prove useful.
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